Background: This study compared high-risk sexual and HIV testing behaviour amongst homosexual men recruited from gay bars in London and Edinburgh. Methods: A cross-sectional survey monitoring high-risk sexual and HIV testing behaviour using a self-completed questionnaire was conducted in November and December 1996. Results: Two thousand, three hundred and ninety-seven questionnaires were returned (1,366 recruited in London and 1,031 in Edinburgh), with a response rate of 77%. A larger proportion of men surveyed in London had had unprotected anal intercourse (UAI) with one or more male partners in the previous year (35%) than in Edinburgh (30%). Men recruited in Edinburgh were less likely to have had an HIV test (54%) than men in London (63%). In both surveys, 25% of men who reported UAI with partners of the same HIV status as themselves also reported never having had an HIV test. Conclusions: The observed dissimilarities in the HIV epidemic in the two cities may be accounted for by the differences in self-reported high-risk sexual and HIV testing behaviours between the two populations. A large proportion of men in both cities continue to engage in high-risk sexual behaviour suggesting continued transmission of HIV in these populations. Thus, there is a continued need for innovative and relevant hearth promotion amongst homosexual men in the UK.
which remains as one of the main foci of the HIV epidemic in the UK. 2 *-' This is illustrated by the high prevalence and continuing transmission of HIV infection amongst homosexual men in London. For example, amongst homosexual men attending selected genitourinary medicine (GUM) clinics in London in 1995, an HIV prevalence of 9.9% was recorded by the unlinked anonymous HIV prevalence monitoring programme. 4 No decline in the incidence of HIV infections was observed amongst homosexual men coming forward for a repeat HIV test in four selected GUM clinics in inner London between 1991 and 1994. 5 In contrast, the Edinburgh HIV/AIDS epidemic has been primarily associated with injecting drug users (IDUs). 6 However, throughout the 1990s, sex between men has been the primary cause of incident HIV infection in Scotland, 7 ' 8 and since 1988 there has been a significant and continuing annual increase in the number of HIV cases in homosexual men. 7 
METHODS
Cross-sectional surveys for assessing the extent of selfreported, high-risk sexual behaviour were conducted in November and December 1996 amongst homosexual men in bars in Edinburgh and London. The similarities between die methods employed in each city (detailed below) allow valid comparisons to be made of die two data sets.
London survey
Homosexual men who socialised in gay bars in die defined geographical area of die seven inner London health audiorities were eligible for inclusion in die survey. A sampling frame was constructed by compiling a register of all bars known to be used primarily by homosexual men in London. The venues in which die questionnaires were distributed were selected to be representative by geography and type (covering all areas in London and all types of venues, including public sex venues). The survey was piloted in Central London in 1995" and has been repeated annually on a wider scale across London. A total of 42 bars were surveyed in die evenings (5.00-12.00 p.m.) (table I) during November and December 1996 by healdi promotion workers as part of dieir routine work. Each venue was visited for approximately 1 hour 9 during which time all men present in die bar were offered a brief, self-completed and anonymous questionnaire. The questionnaire was designed so diat it could be completed quickly. It took less dian 5 minutes to answer and consisted of 15 questions asking about demographic details, use of sexual healdi services and recent (in the previous year) sexual behaviour. Questionnaires were returned to die healdi worker on completion.
Edinburgh survey In November 1996 men in all of Edinburgh's five gay bars were approached by paid volunteers and asked to selfcomplete a short questionnaire which included questions about demographic data, sexual health service use and recent (previous year and previous mondi) sexual behaviour. The questionnaire had been piloted in Glasgow and dien used in a study of 1,200 gay men in Glasgow's gay bars.
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Bars were surveyed at one of two 'census points' -either in die early evening (7.00-9.30 p.m.) or late evening (9.30-12.00 p.m.), and no bar was surveyed twice in an evening. The study was completed over 4 weeks, widi each bar visited 14 times dunng diis period. Widi five bars, two 'census' points and 7 nights, a total of 70 visits were made to die bars. No new bars opened and no bar closed during the period of data collection. In London any questionnaires completed eidier by heterosexual men or individuals already approached were excluded from further analysis. In Edinburgh, heterosexual men or those who had already filled in the form verbally declined to complete a (subsequent) form and so were not included in die analysis.
Combining data from both surveys Variables collected in both surveys were extracted from the individual data sets and combined in a single SPSS database which was used for all analyses. All variables in the combined database were directly comparable except for die HIV status of unprotected anal intercourse (UAI) partners. In Edinburgh, respondents were asked if dieir last UAI partner was of die same HIV status as diemselves. In die London survey, respondents were asked how many of die men widi whom diey had had UAI in die previous year were of die same HIV status as diemselves. Single variable analysis was performed using X -tests for categorical variables and eidier Student's t-tests or Mann-Whitney U-tests for continuous variables. The multivariate analysis employed was an unconditional logistic regression. There was a significant difference in the proportion of men who had had UAI with no, one or two or more partners in the last year (y} = 11.62 and p<0.01), with a greater proportion of London men reporting two or more partners and a smaller proportion reporting no UAI partners compared to Edinburgh men. Of the men who had engaged in UAI in die previous year, those who were surveyed in London had done so with more men (a mean of 3.6 versus 1.58, Mann-Whitney U-test Z «= -3.12 and p=0.002). As demonstrated in table 2, a greater proportion of men surveyed in London reported having had UAI with one or more partners in the previous year than those in Edinburgh (34 versus 30%). Age, city of survey and employment status were included for possible selection in a stepwise multiple logistic regression model. Younger age and recruitment from London were independently associated witli having had UAI widi one or more partners in die previous year (table 3) . In the London survey, men were asked to report how many of their UAI partners in die previous year they knew 1996) . Similar methods of data collection and questionnaires were employed in both surveys allowing comparisons of the situation in each city to be made. Table 3 Predictors of having had UAI in die previous year using a stepwise multiple logistic regression model in which age (per year) and city of survey were included A number of procedures were performed in both surveys in order to minimise possible selection bias; these included choosing either all or a representative sample of venues, ensuring that all individuals present in die bars were offered a questionnaire and counting refusals to calculate a response rate. Respondents were required to self-complete questionnaires in public settings, which may have led to a possible reporting bias, particularly of behaviours which may be regarded as censured. However, we are confident that the self-complete questionnaires used generated reliable data as the level of reported UA1 was comparable to that reported in Glasgow, 13 the West Midlands 14 and from respondents throughout the UK who attended six Gay Pride events in 1997.
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Important differences were observed in the reported levels of high-risk sexual behaviour in each city. Men who were surveyed in London were more likely to have had UAI with one or more partners in the previous year (although this association was of borderline significance) and to report two or more UAI partners in the previous year. Furthermore, the mean number of UAI partners in the previous year was also significantly higher for men recruited in London (mean = 3.6) than those in Edinburgh (mean = 1.6). It is possible that die larger proportion of London men who have recently had UAI and the greater numbers of UAI partners that these men report may account for die dissimilarities in the HIV epidemics in London and Edinburgh. In a situation in which HIV prevalence is higher in London than in Edinburgh,
this may place these men at particular risk and could in part explain the continuing high incidence of infection in London.-'
In both cities, younger gay men were more likely to have engaged in UAI in the previous year. A similar observation has been reported in other countries, 16 and consistently so in the USA. 17 ' 18 However, this has not been a feature of homosexual men's sexual behaviour in some European countries or, until now, the UK. An earlier study combining data collected from Edinburgh and Glasgow demonstrated that younger men (16-25 years) were significantly more likely to report more UAI sexual partners in the previous year and to have ever had an HIV test. 12 A survey of men recruited from a wide variety of venues in London demonstrated that there was a relationship between age, high-risk sexual behaviour and HIV testing. 21 This association between younger age and increased high-risk sexual behaviour clearly warrants further investigation. The HIV prevention strategy of 'negotiated safety'
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(which has been promoted in London but not Edinburgh) encourages men to reduce their risk of HIV infection by ensuring that regular UAI partners are of the same HIV status as themselves and that an explicit agreement concerning sex outside the relationship is negotiated. It is a pragmatic strategy which recognises that some men will continue to engage in UAI, often within regular relationships, but is still controversial and has also been called 'negotiated danger'. As an indicator of negotiated safety, both surveys asked men to record whether they knew whether their UAI partners were of the same HIV status as themselves. Men in London appeared to be less able to negotiate safety, but as the time frames were not the same (i.e. last partner in Edinburgh compared to all partners in the previous year in London) these data do not exclude the possibility that men in both cities in fact exhibit the same behaviour. However, of major concern is the observation that over one-quarter of men surveyed who claimed that they had had UAI with a partner of the same HIV status had never had an HIV test. HIV testing is an essential requirement for the strategy of negotiated safety being successful. This observation supports previous work which reports that the decision to dispense with condoms made by men in regular relationships is often not based on knowledge of their own or partner's HIV status as determined from a recent test. Thus, men in regular relationship who have discontinued using condoms for reasons of love, trust and intimacy with their regular partner may still be at risk of HIV infection from within their relationship. 24 Men recruited in London were much more likely to have had an HIV test in the past and to have done so in the previous year than the population surveyed in Edinburgh.
There are three major implications of this observation. The first is that, since surveillance of the HIV epidemic in the UK is partly dependent on individuals at risk coming forward for an HIV test and partly on anonymous HIV testing of GUM clinic attenders, 25 differences in the observed epidemic between Edinburgh and London may be due in part to different health-seeking behaviours and, in particular, the use of sexual health services. Secondly, it is increasingly important that individuals know their HIV antibody status in order to obtain access to highly active, antiretroviral therapies for HIV disease. The implications of this are not only at the individual level (in improved length and quality of life) but there are also public health implications (in terms of control of infection, hospital admissions and drug costs). Finally, health promotion campaigns which encourage negotiated safety as a credible HIV prevention strategy will need to emphasise the importance of increased levels of HIV testing and accurate self-assessment of HIV status. We have described levels of high-risk sexual and HIV testing behaviour amongst two major gay communities in the UK. There are important differences in self-reported high-risk sexual behaviour between homosexual men recruited from either city which may account for the dissimilarities in the HIV epidemics. However, a larger proportion of homosexual men in London have ever and recently (in the previous year) had an HIV test and this aspect of behaviour may account for some of the observed differences in the HIV epidemic in the two cities. Data from both cities indicate that a large proportion of men continue to report recent, high-risk sexual behaviour which suggests that the transmission of HIV infection will persist at current levels. 
